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Aim of the work

Aim of the work

The aim of the work is to discuss the pathophysiology of
morbid obesity and to review the anesthetic implications of major

operations.
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Introduction
Definition
As defined by the WHO, overweight and obesity are

characterized by an abnormal or excessive fat accumulation that
presents a risk to health (Huschak et al., 2013).

In the United States of America, Obesity is a major public health
disaster and in the rest of the developed world. In many developed
nations worldwide, the incidence is rising rapidly. This increasing
rate represents a pandemic that needs urgent attention if obesity’s
possible toll on morbidity, mortality, and financial side is to be
avoided. Research into the complex physiology of obesity may
assist in avoiding this impact.

The annual cost of managing obesity in the United States of
America amounts to approximately one billion and ninety dollars
per year, or twenty percent of national health expenditures,
according to a recent study. (Cawley et al., 2012)

The major aim for the anesthetist is to provide safe
perioperative care without at all morbidity or mortality for the
procedure in morbidly obese patients. To achieve this all the team
members should be aware of the morphological, physiological and
other systemic pathological changes in obese patients. ( Trus et
al., 2005).
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Aim of the work
The aim of the work is to discuss the pathophysiology of

morbid obesity and to review the anesthetic implications of major

operations.
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Pathophysiology of obesity

Classification of obesity

Obesity is a condition of excess of body fat and overweight
Is an excess of body weight for height. Normal, healthy women
have a percentage of approximately 25-30% and healthy men have
a body fat percentage of 15-20%. (Gallagher et al., 2000).

The body mass index (BMI), which is identified as the
Quetelet index, calculated as weight/height?, with weight being in
kilograms and height being in meters (otherwise, the equation is
weight in pounds 0.703/height in inches?):
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a) WHO international

classification of adult underweight,

overweight and obesity according to BMI is as follows:

Classification BMI(kg/m2)
Principal cut-off Additional cut-off
points points

Underweight <18.50 <18.50

Severe thinness <16.00 <16.00

Moderate thinness | 16.00 - 16.99 16.00 - 16.99

Mild thinness 17.00 - 18.49 17.00 - 18.49

Normal range 18.50 - 24.99 18.50 - 22.99

23.00 - 24.99

Overweight >25.00 >25.00

Pre-obese 25.00 - 29.99 25.00 - 27.49

27.50 - 29.99
Obese >30.00 >30.00
Obese class | 30.00 - 34.99 30.00 - 32.49

32.50 - 34.99
Obese class Il 35.00 - 39.99 35.00 - 37.49

37.50 - 39.99
Obese class 11 >40.00 >40.00

Table 1:Cut-offs for BMI-classes represents traditional values in the
American and European population.(Shiwaku et al 2004).

b) Physical Status Classification

Obese patients are classified by The American Society of
Anesthesiologists (ASA) as ASA Il and those with organ
dysfunction (eg. hypertention) are classified as ASA IlI

It should be noted that the ASA principal cut off points for BMI
classification are slightly different to the WHO international
classification as follows:
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